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duodenum near the pylprus and the beginning of the jejunum being 
divided between clamps. The common bile duct is divided as near as 
possible to the duodenum, and the body of the pancreas, including the 
duct of Wirsung, is divided also. When the removal of the head of 
the pancreas and the duodenum has been concluded, the pyloric end of 
the stomach is closed, and the upper cut end of the jejunum is implanted 
into the stomach, making a gastro-enterostomy. ■* The open ends of 
the common bile duct and the freed end of the duct of Wirsung are im¬ 
planted into the upper end of the jejunum, one on one side and the 
other on the other side. The cut surface of the pancreas is tied off in 
sections around its duct for hemostasis. 

This operation is possible only when the common bile duct and the 
duct of Wirsung arc dilated sufficiently to receive the button of Boari, 
which is employed to make the connections with the jejunum. In such 
a case about 30 cm. of the upper end of the jejunum is cut off from the 
rest, still preserving its attachment to the mesentery. The then upper 
end of the jejunum is employed for a gastro-enterostomy. The isolated 
piece of jejunum is anastomosed by one end to the gall-bladder and by 
the other end to the cut end of the pancreas, hemostasis having been 
previously effected in this stump. The bile and pancreatic fluid can 
thus escape only through this new common passage-way made up of 
the isolated portion of jejunum, which is now anastomosed to the 
remaining jejunum just below its attachment to the stomach. 


TheMesocolic Boute: Gholecystojejunostomy, Transmesocolic Gastro¬ 
enterostomy.— Lotheissen ( Zentralbl . /. Chir., 1907, xxxiv, 605) says 
that the posterior retro colic gastro-enterostomy is considered by most 
surgeons as the normal method. The only objection to it is the occa¬ 
sional occurrence of a vicious circle. Lotheissen has yet to see a 
failure with it in either v. Hacker’s clinic or his own. Brentano has 
recently shown that the anastomosis between the gall-bladder and 
the jejunum should be done through the mesocolon. Lotheissen recom¬ 
mended this operation in 1903. The suture is easily carried out after 
the opening in the gall-bladder has been made. The intestine is tied 
off with a strip of gauze as in a gastro-enterostomy, and the gall-bladder, 
after the abdomen is packed off with gauze, is carefully punctured and 
completely emptied. This permits one to palpate the head of the pan¬ 
creas and to exclude stones in the common duct. When the operation 
is completed the gall-bladder lies in the opening of the mesocolon and 
the visceral situation is normal. The peristaltic movement is unchanged. 
In doing a gastro-enterostomy, Lotheissen also works through an open¬ 
ing in the mesocolon, in this way doing a posterior gastro-enterostomy. 
Only once was it necessaiy to anastomose the jejunum to the anterior 
wall of the stomach. It is often impossible to bring the transverse 
colon upward to expose freely the posterior stomach wall. After the 
operation is completed through the mesocolon, this is closed with a few 
sutures. 


Suppuration of the Hand and Forearm.— Kanavel {Zentralbl. /. Chir., 
1907, xxxiv, 1001) reports the results of experimental and clinical 
studies on the seat and paths of extension of suppuration in the hand 
and forearm. The influence of the tendon sheaths was not taken into 
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account. A series of sections was made of the hand and forearm and 
the connective tissue picked out. Injections were employed to deter¬ 
mine the manner and paths of extension along the connective-tissue 
spaces under varying pressures. Pertinent clinical observations 
together with the experiments led to the following conclusions: 

Extension of the pus from the fingers occurred through the canal for 
the lumbricalis muscle, to the cavity of the hand and back along the 
lumbricales, avoiding the tendon sheaths. This was observed clinically 
and experimentally. Pressure on the hand forced pus in the central 
connective-tissue space of the hand to the level of the metacarpo¬ 
phalangeal joints, through the lumbrical canals. Extension between the 
metacarpal bones seldom occurred. Pus passing under the anterior 
annular ligament to the forearm will be found almost always under 
the deep flexors of the fingers. In the middle of the arm the pus will 
almost always be found to be more superficial, lying between the muscles 
in the neighborhood of the median and ulnar nerve as well as the ulnar 
artery. It then extends distalward along the course of the ulnar artery, 
which accounts for the occasional occurrence of secondary hemorrhage. 

Palmar abscesses should be evacuated in the course of the lumbrical 
canals, every infected canal being opened. When the pus originates in 
the fingers it can be found in the layer over the tendon sheaths of the 
palm. In protracted cases a large collection will be found in the space 
under the tendons. In the first group of cases, a simple incision will 
be sufficient; in the second group a closed forceps may be pushed be¬ 
tween the tendons at the upper end of a communicating canal and then 
the blades opened. If the tendons are not necrotic or the tendon sheaths 
involved, this procedure will be followed by quick healing. If the 
thenar space alone is involved, the same method may be employed, 
passing the forceps from the radial side of the hand. If the central 
space of the hand is also involved, the forceps should be pushed laterally 
across and through to the ulnar side. A rubber drainage tube may be 
left in for a few hours. Rapid healing, with complete cure and return 
of function, usually results. If the forearm has been invaded the palmar 
incision may be extended upward through the anterior annular ligament. 
In a greater number of cases a better result was obtained by lateral 
incisions in front of the ulna and radius about 3 or 4 cm. above the wrist- 
joint The forceps is then pushed across the forearm on the flexor 
side. The nerves and bloodvessels will be avoided if the forceps is 
kept close to the bones. 


Concerning Ligature of the Common Carotid. A New Method of Ascer¬ 
taining the Possible Disturbances of the Circulation.— Jordan (Arch, 
f. Chir. t 1907, lxxxiii, 23) says that in 25 per cent, of the cases reported 
by Pilz, Zimmermann, and Krankepuhl, brain disturbances occurred 
and 10 per cent. died. Since we cannot ascertain how abundant 
are the collateral vessels, nor their capacity for dilatation, it is always 
difficult to determine the prognosis- of a ligature of this vessel. To 
overcome this difficulty Jordan recommends a method which he has 
tried, successfully, on animals and in one case on man, t. e., the previous, 
temporary, not firm ligature of the carotid for forty-eight hours. Since 
the brain symptoms dependent upon a lack of nourishment to the brain 
occur immediately after the operation, at the end of the first or in the 



